central abdominal colicky pain. Pelvic colectomy was done and the patient was delighted with her new way oflife.
Histology (Dr Roger Drury, 25.1.66) : 20 cm of colon with serosal congestion towards one end. Early mucosal diverticulosis between the tenie coli. The mucosa is folded, with redundancy, and there is some low-grade, non-specific, chronic inflammatory infiltration of the lamina propria. In the muscle coat there is a very prominent myenteric nerve plexus, with vacuolated nerve fibres and large numbers of ganglion cells. The infolding of the mucosa in the intertvnial region and the abnormal nerve plexus resembles that seen in diverticular disease of the older patient. There are these signs of intestinal malfunction, but no other abnormality and the appendix appears normal.
Case 3 Woman aged 33, a cousin of Case 2. She had had five children and with each succeeding pregnancy her symptoms were aggravated, possibly due to the c=cum being in the true pelvis. The symptoms were the same and her barium enema showed the same long pelvic colon and low c=cum. The mothers of Cases 2 and 3 were sisters, and this anatomical condition appeared to have been a family weakness. The change after pelvic colectomy was quite marked, the patient gaining 18 lb in weight and looking a very different person.
Histology (Dr Roger Drury): 25 cm of colon with a few inter-tvnial diverticula. Sections show some mucosal redundancy and slight muscular thickening. The myenteric plexus is abnormal, with prominent nerve fibres and ganglion cells in excess quantity throughout the whole of the specimen. There is no aganglionic segment. The presence of a few diverticula and prominent nerve plexus is similar to that found in the pelvic colon of Case 2. Many of the changes are similar to those usually seen in the older patients with diverticulosis.
Dr Drury's comment on the similarity between Cases 2 and 3 should be noted. He did not know at this point that these two patients were related.
Case 4 Woman aged 56. Pelvic colectomy was performed for obstinate constipation and she now has a daily bowel action.
Histology (Dr Roger Drury, 1.3.67): 18 cm of colon with smooth mucosa and slight muscular thickening. Sections show prominence of the myenteric nerve plexus with vacuolation. Nerve cells are present, but show the same vacuolation as the nerve fibres. These changes are present in both cut ends of the specimen as well as along its length. A single small granuloma in the muscle coat has been seen but does not appear suggestive of Crohn's disease. No other changes apart from muscular thickening (which may be due to contraction). The myenteric plexus changes show considerable similarity to those previously seen in Cases 2 and 3.
The abnormal myenteric plexus, as suspected in the pathology, could cause a physiological block and so give rise to obstinate constipation. By virtue of the chronicity of this block the mobile parts of the colonic tract would elongate. In some the transverse colon, in others the right colon, but in all the pelvic colon.
The pathologist reported that at the level of resection both proximal and distally, the myenteric plexus was normal.
Thus, pelvic colectomy would seem a rational procedure and account for the clinical improvement. The object of this paper is to analyse the incidence of the known untoward sequelk of ileostomy and its attendant operations (proctocolectomy in one or two stages) and to determine the number of patients who require readmission to hospital for the treatment of these sequelk. It is also intended to relate, where relevant, the incidence of these sequele to the original pathology and to compare their incidence over two five-year periods 1955-9 and 1960-4. A group of 216 patients was selected who had operations at St Mark's hospital over the ten-year period 1955-64. Thirteen patients were excluded from the series as they failed to satisfy the criteria for inclusion of (a) all the major primary surgery having been carried out at St Mark's Hospital (12 patients) and (b) the availabilty of a pathological report (1 patient). The pathology of these patients is shown in Table 1 . Post-operative mortality was about 7 5% in each five-year period, there being 9 deaths after surgery Complete small intestinal obstruction: The incidence, defined as the number of patients obstructing expressed as a percentage of those operated upon, with the post-operative deaths excluded, fell from 15-5 % for the years 1955-9 to 7-7% for 1960-4. Adhesions were responsible for 13 of the 17 obstructions in the first five-year period and 4 of the 7 cases in the second period. Lateral space obstructions occurred in 2 patients in the years 1955-9 but did not occur in the years 1960-4.
Obstruction due to adhesions showed a fall in incidence from 11-8% to 4-40 in the two fiveyear groups. Analysed by the pathology it was found that this type of obstruction had not, in this series, occurred in patients with Crohn's disease. Analysed by the type of primary surgery performed, adhesion obstruction appeared to be no more common after proctocolectomies done in two stages than after those carried out in one stage. In the 1955-9 group 10 out of the 13 cases and in the 1960-4 group all 4 cases occurred within one year of the primary surgery.
Episodes of incomplete intestinal obstruction were observed in 15 cases over the ten-year period, equally divided between the two groups, an incidence of some 7 % in those patients leaving hospital alive. These episodes occurred more commonly in patients with ulcerative colitis and after both one-and two-stage operations but tended to occur later after surgery than complete obstruction, only half the cases being observed within one year of operation.
Reconstruction of the ileostomy was required in 7 patients in the first five-year group with 9 reconstructions, an incidence of 6-4% and 8-2% respectively in those patients leaving hospital alive. The comparable figures for 1960-4 were 4*4 % and 6-6 %. Stenosis and prolapse which had each necessitated 2 of the 9 reconstructions in the years 1955-9 no longer appeared as causative factors in the years 1960-4.
The perineal wound was responsible for 5 patients being readmitted in the years 1955-9 out of a total of 105 patients leaving hospital alive with a perineal wound (4-8 %). The figures for 1960-4 were 8 patients out of a possible 82 (9-7 %). Analysed by the pathology the readmission rate for the 1955-9 group was: ulcerative colitis 5 patients out of 87 (5-7 %) and for other pathologies 0 out of 18. For 1960-4 the rate was: ulcerative colitis 6 patients out of 54 (11 1 %) and for other pathologies 2 patients out of 28 (7-1 %).
Other readmissions for various causes not included in the categories already mentioned but related to the ileostomy or the previous surgery (but excluding readmissions for recurrent malignant disease) numbered 27 in 18 patients of the 110 leaving hospital alive in the years 1955-9 up to July 31, 1966.
The patient readmission rate was 16-4% and total readmission rate 24-5 %. The comparable figures for the years 1960-4 were 12-2 %0 and 15-5 %. The main causes of these readmissions in both five-year periods were gastrointestinal upsets and local ileostomy conditions. The total number ofpatients readmitted in the two groups for the causes outlined above up to July 31 1966 was 34 out of 1 10 leaving hospital alive in the first five-year group 1955-9 (30-9%°) and 26 out of 90 (28-8 %0) for the years 1960-4.
All surgery may have its adverse sequelm: there is, however, some evidence from these figures that the incidence of these sequelk is falling. It would be interesting to know whether the rate is comparable with that found elsewhere and whether the same fall is being observed. Confirmation of this trend is being sought through the study of a larger series.
